A 38-year-old male patient with a history of hypertension presented with left hemiplegia, hemianaesthesia and hemianopia. MRI of the brain showed anterior choroidal artery (AchA) territory infarct (figure 1). MRI brain angiography and 2D echo were normal. Serum fasting lipid profile, sugar levels, thyroid studies, serum homocysteine levels and antinuclear antibody (ANA), double-stranded deoxyribonucleic acid (DsDNA) and antiphospholipid antibody (APLA) were negative. Trans-oesophageal echocardiography and Holter monitoring were normal. Workup for sickle cell anaemia was negative.
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The territory of AchA is shown in figure 2. The patients with AchA infarcts were divided into two groups according to the size of the infarct: large (diameter ≥20 mm) and small (diameter <20 mm).
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Large AchA strokes causing complete triad are rare and are strongly associated with carotid stenosis and cardioembolic sources. Small AchA strokes are responsible for more common lacunar strokes and are usually due to hypertension, diabetes mellitus (DM) and hyperlipidaemia. 1 Complete triad of hemiplegia, hemianaesthesia and hemianopia with radiological correlation is rare in AchA infarction. This is because of its rich anastomoses with posterior cerebral artery (PCA), The entire territory of AchA infarction cannot be seen on isolated axial or coronal images due to its strategic and extensive area of supply as well as large variations in territorial distribution. It has to be assessed on consecutive slices of MRI or CT in all the sequences such as axial, coronal and sagittal to understand the exact extent of an infarction. Due to its strategic supply, it can be confused with MCA, PCA or MCA-PCA watershed infarct.
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